women in the UK with an abnormal smear can be offered colposcopy, and it has been recommended that more centres should offer such a facility.6 A colposcopy service in genitourinary departments therefore seems to be a necessity.
The numbers of cervical cytology smears being reported as dyskaryotic are increasing, particularly in younger women.' Substantial evidence now links cervical intraepithelial neoplasia (CIN) and infection with human papilloma virus (HPV).23 Numbers of patients presenting to genitourinary clinics with HPV infections in recent years are also increasing rapidly,3 and the increase in our clinic in 1974 to 1984 was threefold. It is not surprising therefore that cervical cytology smears taken in genitourinary clinics show a high percentage of dyskaryosis.45 Only two thirds of women in the UK with an abnormal smear can be offered colposcopy, and it has been recommended that more centres should offer such a facility.6 A colposcopy service in genitourinary departments therefore seems to be a necessity.
We report the results of a colposcopy service in our clinic during 18 months.
Patients and methods
The data concern patients attending for colposcopy in January 1985 to June 1986. All patients had had a previous abnormal cervical cytology smear taken in our department. Our policy for cervical cytology screening is to perform yearly smears if women have past or present genital warts or genital herpes, or are known to have been sexual contacts of men with genital warts. Other patients undergo cervical cytology if it has not been performed elsewhere within the previous three years.
Colposcopy was arranged if cervical cytology showed moderate dyskaryosis or worse. If mild dyskaryosis was reported, repeat cytology at six months was arranged; ifthe result was again abnormal colposcopy was undertaken. If the cervix looked indicative of malignancy, despite normal cytology results, colposcopy was also arranged. (This accords closely with recently published guidelines for managing women with abnormal cervical cytology. 7 At the time ofcolposcopy, a repeat cervical cytology smear and direct punch biopsy specimen were taken from any abnormal area. Patients with histologically confirmed CIN were referred to the local gynaecology colposcopy and laser clinic. Follow up after treatment was then continued there. A close working relation exists between our department and the colposcopy and laser clinic. One operator (DH) and a gynaecology consultant colleague operate that service. Both departments share the same cytology and histology service.
Patients with biopsy specimens suggesting wart virus infection were either treated with cryotherapy of the affected areas or were left untreated. All were followed up by us at six months with cytology or colposcopy, or both, and biopsy when indicated, and further follow up was undertaken when appropriate.
Results
In the 18 month period 237 colposcopies were performed on 227 patients. The mean age was 24.8 years (range 15-57). Table 1 shows age distribution against cervical biopsy findings. In patients who had two 100 101 Value ofcolposcopy in genitourinary departments Compatible results gynaecological problems. Of the three patients with were found in 91 cases (40%), and acceptable correla-CIN who received no treatment, two had no evidence tion (within one grade) was present in 148 cases (62%). of disease on examination just before laser treatment Some discrepancy is inevitable because of the subjec-(possibly because the lesion had been removed at tivity of both histological and cytological gradings; biopsy or because the disease had regressed naturally) especially at the mild end of the range and when and one defaulted from all treatment appointments. features of wart virus infection are combined with Patients with cervical biopsies showing wart virus 
